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Abstract
Background: Cultural diversity among patients presents specific challenges to physicians. Therefore, cultural
diversity training is needed in medical education. In cases where strategic curriculum documents form the basis of
medical training it is expected that the topic of cultural diversity is included in these documents, especially if these
have been recently updated. The aim of this study was to assess the current formal status of cultural diversity
training in the Netherlands, which is a multi-ethnic country with recently updated medical curriculum documents.
Methods: In February and March 2013, a document analysis was performed of strategic curriculum documents for
undergraduate and postgraduate medical education in the Netherlands. All text phrases that referred to cultural
diversity were extracted from these documents. Subsequently, these phrases were sorted into objectives, training
methods or evaluation tools to assess how they contributed to adequate curriculum design.
Results: Of a total of 52 documents, 33 documents contained phrases with information about cultural diversity
training. Cultural diversity aspects were more prominently described in the curriculum documents for undergraduate
education than in those for postgraduate education. The most specific information about cultural diversity was found
in the blueprint for undergraduate medical education. In the postgraduate curriculum documents, attention to cultural
diversity differed among specialties and was mainly superficial.
Conclusions: Cultural diversity is an underrepresented topic in the Dutch documents that form the basis for actual
medical training, although the documents have been updated recently. Attention to the topic is thus unwarranted.
This situation does not fit the demand of a multi-ethnic society for doctors with cultural diversity competences.
Multi-ethnic countries should be critical on the content of the bases for their medical educational curricula.
Background
In multi-ethnic societies, providing effective healthcare is
challenged by various aspects of cultural diversity, such as
epidemiological health differences between populations,
communication barriers and differences in religion,
socio-economic status and ethnic background [1].
During the past decade, various studies have demonstrated
that the increase in cultural diversity in many patient
populations presents specific challenges to healthcare
providers [2,3]. For instance, ethnic minority patients
in developed countries, visit the physician more often
[4], have longer visits [3] and are less satisfied with the
physician-patient contact [5-7]. In addition, language barriers
have been shown to diminish healthcare outcomes
[6], and some ethnic groups have prolonged hospital
stays and more unplanned readmissions [3].
To provide good quality of care, physicians need to be
able to acknowledge, recognize and deal with these
challenges. Therefore, cultural diversity should be addressed
in medical training [8-12]. In multi-ethnic countries,
cultural diversity is considered an essential topic in society
[8,11,13], which needs to get attention in medical training
to prepare students for their work as physicians [13].
To ensure adequate attention to cultural diversity,
cultural diversity training should be anchored in strategic
curriculum documents for medical education in multi-ethnic
countries. Ten to fifteen years ago, overviews of curricula of
medical education in the United States of America (USA),
Canada, the United Kingdom (UK) and the Netherlands
showed that cultural diversity training was scarcely
addressed and that students’ preparation for cultural issues
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was inadequate [1,9,14]. Since then, however, cultural
diversity in medical education has been identified as a
point of interest in the Netherlands, as in many other
Western countries [2,9,14,15]. Also, in recent years, there
have been several occasions for revising the content
of programs and for including cultural diversity in the
curriculum documents. For example, in the Netherlands,
the training programs for undergraduates were recently
inspected and the curriculum documents for postgraduates
were recently revised [16].
Since cultural diversity training is considered essen-
tial for physicians [8,11,12], it is important to know
if cultural diversity has gained more attention in cur-
riculum documents over the last years. Insight into
the current status of cultural diversity in strategic
curriculum documents is required to assess whether
the conditions for effective curriculum development
in this area are met.
The aim of this study was to assess the formal status
of cultural diversity training in a multi ethnic country. In
particular, we studied the formal status of cultural diversity
training in the Netherlands, a country with 17 million
inhabitants, 3.5 million (20%) of whom are members of
ethnic minority groups [17]. Although not composed
of various ethnic groups since its foundation, the
Netherlands has been a diverse country for a long
time. Migration to the Netherlands started in the 17th
century and after that the Netherlands experienced a
growing migration since the 1960’s because of its
growing prosperity and the following migration for work
[18]. This ethnic diversity currently ranges from a
Moroccan population to Turkish, Surinam and Western
migrants [17]. We conducted a document analysis
focusing on the current attention to the topic of cultural
diversity training in strategic curriculum documents
that form the basis of actual training. The question
that guided our research was: To what extent and
how is attention to cultural diversity ensured in the
strategic curriculum documents that guide medical
education in the Netherlands?
Methods
Setting
We conducted this study on curriculum documents of the
Netherlands, as a case of a country with a culturally
diverse patient population and recently revised curriculum
documents for medical education. Medical education
in the Netherlands consists of undergraduate and
postgraduate medical education (UGME and PGME).
Undergraduate education is provided by all 8 universities
in the country, which all have a university teaching
hospital. Postgraduate specialty education is executed
in eight regions of which each contains one of the
university teaching hospitals and several affiliated general
teaching hospitals. Actual training is executed in the hospi-
tals, which is referred to as “locally”. Both UGME and
PGME are directed by national and regional curriculum
documents. These are all policy documents and serve as
guidelines for the taught curriculum. The documents
describe the requirements and goals which should be
fulfilled at the end of the training, using the roles
described by the Canadian Medical Education Directives
for Specialists (CanMEDS) [19]. The national documents
are developed by project groups of concerned stakeholders
which are coordinated by the national organization Royal
Dutch Medical Association [20]. This organization insists
on the quality of medical profession and healthcare. For
undergraduate medical education (see Figure 1) the
national document is the blueprint. The blueprint was
introduced in 1994 and rewritten in 2009 to define
student’s learning outcomes. For postgraduate medical
education (see Figure 2) national curriculum documents
are concentrated to specific specialty training. Some
specialty training does not have a national curriculum
document, because some training is only given in one
region. In these cases, we used regional documents.
For undergraduate medical education only describing
the blueprint could be too superficial, because of its
intended nature to only function as a guideline. Therefore
we decided to include the accreditation reports of the 8
universities in the Netherlands as well. This accreditation
Figure 1 The used curriculum documents for undergraduate medical education in the Netherlands.
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is done for every university separately by a commission of
external experts, which checks if the rules of the blueprint
are followed. This is done every four year or more
frequently if the commission decides so [21]. These
documents could be seen as regional documents. We
included these documents to gain a deeper insight
into the point of interest and improvements of every
university.
Design
To describe the formal status of cultural diversity
training, we performed a document analysis of the
UGME and PGME curriculum documents. As a basis,
we used the educational framework of the Accreditation
Council for Graduate Medical Education (ACGME) [19],
which focuses on three domains: objectives, methods and
evaluation. Objectives are the competences (knowledge,
skills and professional behavior) that have to be acquired
by the trainees. The training methods explain how these
competences should be attained, and evaluation indicates
how achievement of the objectives should be examined.
The three domains are generally presented in this
systematic order [19], and their inclusion can be considered
a requirement for adequate curriculum design [22].
For example, a competence described in the curriculum
document of the postgraduate training for gynecologist is
‘the support of a physiological delivery’. The objective for
this competence is that residents demonstrate to sup-
port an uncomplicated delivery without supervision.
The training method used is the exercise on the
phantom, and the final evaluation consists of practical
exam on the phantom.
Procedure
The strategic curriculum documents were retrieved
through internet searches in February and March 2013.
Documents that were not available on the internet were
requested from program directors by email [20,21,23].
On the advice of program directors of the undergraduate
medical education, we also retrieved the national blueprint
(a national policy document for medical undergraduate
education) [24] and the accreditation reports that Quality
Assurance Netherlands Universities (QANU) made of
the 8 universities that provide a medical curriculum.
The accreditation reports of medical education contained
evaluations of all the bachelor and master programs [21].
One university’s undergraduate accreditation report was
not available at the moment of analyzing the data. Instead,
this university provided a summary of the cultural
diversity objectives mentioned in their accreditation
report. For the purpose of this study, cultural diversity was
defined as a difference in ethnic background between a
physician and his or her patient [25].
Analysis
The first author (EP) systematically read the strategic
curriculum documents and extracted all phrases about
cultural diversity. Text phrases of the documents which
mentioned cultural diversity (i.e. diversity, cultural, inter-
cultural, ethnicity) were sorted into the three domains of
the ACGME framework, objective, method and evaluation
[19]. To interpret the meaning of the extracted phrases
about cultural diversity, this was an iterative process [26].
Doubts concerning the inclusion of text phrases and their
position in the framework were discussed with co-authors
JF and KL. There was disagreement about three phrases,
which all concerned mini-CEX. After discussion with all
members of the research team whether these should be
considered methods or evaluation tools three phrases were
changed from evaluation tools into methods.
Results
In total, 52 documents were analyzed. For undergraduate
education, we analyzed one national document, 7 regional
curriculum accreditation reports and one summary. For
postgraduate education, we analyzed 31 national curricu-
lum documents and 12 regional curriculum documents.
Text phrases about cultural diversity were found in 33 of
these documents. In 6 of these, a specific text referred to
cultural diversity. In 2 out of 52 documents, cultural diver-
sity was referred to in all three domains, objective, training
Figure 2 The used curriculum documents for postgraduate medical education in the Netherlands.
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method and evaluation, and in the appropriate sequence.
A summary of the findings is presented in Table 1.
Cultural diversity in curriculum documents for
undergraduate education
The Dutch national blueprint for undergraduate medical
education was found to contain several objectives regarding
cultural diversity. These objectives are formulated within
the CanMEDS roles of Communicator, Medical expert
and Health advocate. For example, in the description
of the role Communicator, cultural diversity is specified
as “The student adequately handles diverse groups of
patients, such as children, elderly, men, women and
patients from different cultural backgrounds”.
Attention to training methods was not found in the blue-
print. In contained the recommendation that requirements,
which should be fulfilled at the end of the programs, should
be realistic and trainable, but no description is given of
training methods. Regarding evaluation, it contained an
appendix with a skills list that takes cultural aspects into
account (evaluation). For example, “Does the student indicate
the influence of ethnic diversity on the healthcare process?”
Compared to the national blueprint, fewer references
were found in the accreditation reports. Of 7 regional
accreditation reports and one summary of an accreditation
report on undergraduate training, 3 did not mention cul-
tural diversity, whereas 5 did address themes concerning
cultural diversity. The cultural diversity themes described in
these 5 documents were ‘learning medical ethics and diver-
sity management’, ‘acquiring cultural competence’, ‘offering
obligatory education about cultural diversity’ and ‘global
health training’. Three of these 5 documents contained a
small section that defined the term ‘cultural competence’.
Cultural diversity in curriculum documents for
postgraduate education
General practitioner
Two out of 8 regional strategic curriculum documents for
the specialty ‘general practitioner’ contained a description
of cultural diversity themes. One of these described
the “changing population’s demands on care”, but this
objective was not followed by a description of methods
or evaluation. The other document contained a training
method description referring to an elective course on
multicultural care, which was not followed by an evalu-
ation nor preceded by objectives. The other 6 documents
contained no reference to cultural diversity training.
Community and occupational medicine
The national curriculum document on the specialty of
community and occupational medicine is split into two
documents, a manual and a curriculum. One of these,
the manual, cultural diversity was addressed. This de-
scription was placed among the objectives, as part of the
role of Communicator. It was not followed by a descrip-
tion of a training method or an evaluation.
Nursing home physician
There are 4 national and regional strategic curriculum doc-
uments for the specialty ‘nursing home physician’, all of
which offered a description of the role of Communicator in
the context of a different cultural background of the patient
(objective). These documents contained no phrases con-
cerning methods or evaluation of cultural diversity training.
Intellectual disability physician
The regional strategic curriculum document for the
specialty ‘disability medicine’ mentioned one CanMEDS
role in the context of cultural diversity training; the role of
Health advocate. This was followed by a brief reference to
training method, “The student integrates development
and implementation of general medical insights with
population-specific characteristics”, without any reference
to evaluation.
Clinical residency trainings
Ten out of 28 curriculum documents for clinical residency
training did not mention cultural diversity. Cultural diversity
Table 1 Summary of number of documents with text phrases regarding cultural diversity training in medical education
Training Total documents
(nat/reg *)
In n documents phrases of cultural diversity
Objectives (O) Methods (M) Evaluation (E) Combination (O +M + E) †
Undergraduate training, national 1 (nat) 1 0 1 0
Undergraduate training, accreditation 8 (reg) 0 0 0 0
Graduate training: community and occupational
medicine
2 (nat) 1 0 0 0
Graduate training: nursing home physician 4 (1 nat/3 reg) 4 0 0 0
Graduate training: general practitioner 8 (reg) 1 1 0 0
Graduate training: intellectual disability physician 1 (reg) 1 0 0 0
Graduate training: clinical residency training 28 (nat) 17 5 2 2
* national/regional
† In n documents a combination of objective, methods and evaluation was mentioned in one sequence.
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was mentioned in 18 of the 28 documents on clinical
residency training. In 17 of these 18 documents, cultural
diversity objectives were described. These were formulated
within various roles: Collaborator, Professional, Medical
expert, Communicator, Health advocate or Reflector,
which is a newly coined role. In 4 documents the objective
was followed by a method, and in 2 of these, psychiatry
and emergency medicine, the objective and method were
followed by an evaluation. The training methods were the
Mini-Clinical Evaluation Exercise (Mini-CEX) and “The
student should see a diverse patient population”. The
evaluation consisted of observing the student in the
context of cultural diversity, and of considering: “Does
the student recognize culture-specific presentations?”
One of the 18 documents only described a method
(“The student should see a diverse patient population”),
which was not preceded by an objective nor followed
by an evaluation. In 2 of the 18 documents, cultural
competence was generally mentioned as necessary for
a physician.
Discussion
This document analysis provided an impression of the
formal status of cultural diversity in medical education
in a multi ethnic country. We discovered that only half of
all strategic curriculum documents contained references to
cultural diversity training. Cultural diversity aspects were
more prominently described in the curriculum documents
for UGME than in those for PGME. The most specific
information about cultural diversity was found in the
blueprint for UGME. In the postgraduate curriculum
documents, attention to cultural diversity differed among
specialties and was mainly superficial. We found a
remarkable absence of a systematic sequence of train-
ing objectives, training methods and evaluation, while
this is regarded as important for adequate curriculum
design [19].
Our finding of the amount of attention to cultural
diversity resemble the results of the studies of Dogra et al.
and Lu et al., who also described a remarkable absence of
clearly described content for cultural diversity training in
other countries [27,28]. They suggested that explanations
for the missing content could be the challenges for the
construction of a curriculum in ethnically diverse countries
[14,15,27] and lack of universal core contents and
standards. Another reason might be competition in
an overloaded curriculum [28]. Furthermore, there is
no clear consensus about the content that ought to
be included in a cultural competence curriculum for
physicians [29]. Still, there are also many initiatives
worldwide to raise awareness for cultural competence in
medical education for healthcare workers, national [30-32]
and local [33]. In the USA for example, a strategy to
incorporate cultural competence into training programs
was developed [30]. Other examples are the UK [34] and
Canada [35] where cultural diversity training for doctors is
initiated.
One of the strengths of our study was that it was
performed in a country with recently modernized curricula,
which could be assumed to be updated according to recent
insights into the requirements of a multi-cultural patient
population. Our findings can serve as a basis for further
research on the actual frequency and quality of cultural
diversity training in medical education in newly ethnic
diverse countries. A limitation of the study is that
documents do not need to reflect the actual frequency and
quality of cultural diversity training in educational
practice, since the documents y often contain abstract
formulations. On the other hand, the fact that cultural
diversity is mentioned in the curriculum documents
does not ensure that attention is given to this subject
in actual practice.
Conclusion
In conclusion, the importance of cultural diversity training
has become apparent in Dutch undergraduate curriculum
documents over the past ten years, although the vague and
abstract terms used in these documents still need to be
translated into practical guidelines for curriculum design.
In postgraduate curriculum documents, there is little to no
evidence that recent innovations in the Dutch medical
curriculum have included improved attention to cultural
diversity training, even though it is widely acknowledged to
be necessary for all physicians who wish to deliver the
highest quality of care. Thus, despite public recognition that
cultural diversity competences are important for doctors in
a multi-ethnic society, this recognition alone has not been
sufficient to ensure adequate attention to cultural diversity
training in medical curricula of newly diverse countries.
This study could help to raise awareness among curriculum
designers and could give leads for the development of
a cultural competent curriculum.
Competing interests
The authors declare that they have no financial competing interests and no
non-financial competing interests. The authors alone are responsible for the
content and writing of the paper.
Authors’ contributions
EP carried out the searches for the documents, screened the documents to
extract the appropriate text phrases and analyzed the data. JF checked and
analyzed the extracted data of the documents, and helped to draft the
manuscript. KL checked and analyzed the data of the documents. SD
conceived of the study, and participated in its design and helped to draft
the manuscript. FS helped with searching the documents, participated in the
design and helped to direct the discussions. All authors read and approved
the final manuscript.
Acknowledgments
The authors wish to thank Lisette van Hulst for editing the manuscript.
Paternotte et al. BMC Medical Education 2014, 14:176 Page 5 of 6
http://www.biomedcentral.com/1472-6920/14/176
Author details
1Department of Medical Education, Sint Lucas Andreas Hospital, Jan
Tooropstraat 164, P.O. Box 9243, 1061 AE Amsterdam, The Netherlands.
2Department of Primary and Community Care, Radboud University Medical
Centre, Nijmegen, The Netherlands. 3NIVEL (Netherlands Institute for health
services research), Utrecht, The Netherlands. 4Department of Health Sciences,
Buskerud and Vestfold University College, Drammen, Norway. 5Department
of Medical Education, VU University Medical Centre, Amsterdam, The
Netherlands.
Received: 27 February 2014 Accepted: 18 August 2014
Published: 22 August 2014
References
1. van Wieringen JC, Kijlstra MA, Schulpen TW: Medical education in the
Netherlands: little attention paid to the cultural diversity of patients.
Ned Tijdschr Geneeskd 2003, 147:815–819.
2. Beach MC, Price EG, Gary TL, Robinson KA, Gozu A, Palacio A, Smarth C,
Jenckes MW, Feuerstein C, Bass EB, Powe NR, Cooper LA: Cultural
competence: a systematic review of health care provider educational
interventions. Med Care 2005, 43:356–373.
3. de Bruijne MC, van Rosse F, Uiters E, Droomers M, Suurmond J, Stronks K,
Essink-Bot ML: Ethnic variations in unplanned readmissions and excess
length of hospital stay: a nationwide record-linked cohort study. Eur J
Public Health 2013, 23:964–971.
4. Lanting LC, Bootsma AH, Lamberts SW, Mackenbach JP, Joung IM: Ethnic
differences in internal medicine referrals and diagnosis in the
Netherlands. BMC Public Health 2008, 8:287.
5. Nelson A: Unequal treatment: confronting racial and ethnic disparities in
health care. J Natl Med Assoc 2002, 94:666–668.
6. Park ER, Betancourt JR, Kim MK, Maina AW, Blumenthal D, Weissman JS:
Mixed messages: residents’ experiences learning cross-cultural care.
Acad Med 2005, 80:874–880.
7. Perloff RM, Bonder B, Ray GB, Berlin RE, Siminoff LA: Doctor-patient
communication, cultural competence, and minority health: theoretical
and empiric perspectives. Am Behav Sci 2005, 49:835–852.
8. Asgary R: Bring global health and global medicine home. Acad Med 2013,
88:908.
9. Loudon RF, Anderson PM, Gill PS, Greenfield SM: Educating medical
students for work in culturally diverse societies. JAMA 1999, 282:875–880.
10. Park ER, Betancourt JR, Miller E, Nathan M, MacDonald E, naneh-Firempong
O, Stone VE: Internal medicine residents’ perceptions of cross-cultural
training. Barriers, needs, and educational recommendations. J Gen Intern
Med 2006, 21:476–480.
11. Ventres W, Page T: Bring global health and global medicine home.
Acad Med 2013, 88:907–908.
12. Betancourt JR: Cultural competence and medical education: many
names, many perspectives, one goal. Acad Med 2006, 81:499–501.
13. Frenk J, Chen L, Bhutta ZA, Cohen J, Crisp N, Evans T, Fineberg H, Garcia P,
Ke Y, Kelley P, Kistnasamy B, Meleis A, Naylor D, Pablos-Mendez A, Reddy S,
Scrimshaw S, Sepulveda J, Serwadda D, Zurayk H: Health professionals for
a new century: transforming education to strengthen health systems in
an interdependent world. Lancet 2010, 376:1923–1958.
14. Flores G, Gee D, Kastner B: The teaching of cultural issues in U.S. and
Canadian medical schools. Acad Med 2000, 75:451–455.
15. Wachtler C, Troein M: A hidden curriculum: mapping cultural competency
in a medical programme. Med Educ 2003, 37:861–868.
16. Ten Cate O: Medical education in The Netherlands. Med Teach 2007,
29:752–757.
17. Centraal Bureau voor Statestiek: 2013. http://www.cbs.nl/nl-NL/menu/home/
default.htm. 12-11-2013. Ref Type: Online Source.
18. Migration to the Netherlands, Five centuries (Vijf eeuwen migratie); 2014.
http://www.vijfeeuwenmigratie.nl. 14-7-2014. Ref Type: Online Source.
19. The Accreditations Council for Graduate Medical Education (ACGME): 2013.
http://www.acgme.org/acgmeweb/. Ref Type: Online Source.
20. Royal Dutch Medical Association (Koninklijke Nederlandsche Maatschappij tot
bevordering der Geneeskunst); 2013. http://knmg.artsennet.nl/Opleiding-en-
Registratie/Modern-opleiden/Opleidingsplannen-1.htm. Ref Type: Online Source.
21. Quality Assurance Netherlands Universities; 2013. http://www.qanu.nl/.
Ref Type: Online Source.
22. Scheele F, Teunissen P, Van LS, Heineman E, Fluit L, Mulder H, Meininger A,
Wijnen-Meijer M, Glas G, Sluiter H, Hummel T: Introducing competency-based
postgraduate medical education in the Netherlands. Med Teach 2008,
30:248–253.
23. Training documents for General Practitioner; 2013. http://www.huisartsopleiding.
nl/content.asp. Ref Type: Online Source.
24. Van Herwaarden CLA, Laan RFJM, Leunissen RRM: The 2009 framework for
undergraduate medical education in the Netherlands, Utrecht: NFU
(Dutch Federation of University Medical Centers); 2009. Ref Type: Report.
25. Laan RF, Leunissen RR, van Herwaarden CL: The 2009 framework for
undergraduate medical education in the Netherlands. GMS Z Med
Ausbild 2010, 27:35.
26. Bowen GA: Document Analysis as a Qualitative Research Method.
Qual Res J 2009, 9:27–40. Ref Type: Generic.
27. Dogra N, Reitmanova S, Carter-Pokras O: Teaching cultural diversity:
current status in U.K., U.S., and Canadian medical schools. J Gen Intern
Med 2010, 25(Suppl 2):S164–S168.
28. Lu PY, Tsai JC, Tseng SYH: Clinical teachers’ perspectives on cultural
competence in medical education. Med Educ 2014, 48:204–214.
29. Crenshaw K, Shewchuk RM, Qu H, Staton LJ, Bigby JA, Houston TK, Allison J,
Estrada CA: What should we include in a cultural competence
curriculum? An emerging formative evaluation process to foster
curriculum development. Acad Med 2011, 86:333–341.
30. National Center for Cultural Competence: Georgetown, USA; 2014.
http://www.nccccurricula.info/modules.html. Ref Type: Online Source.
31. Association of American Medical Colleges: 2014. https://www.aamc.org/.
16-7-2014. Ref Type: Online Source.
32. Think Cultural Health; 2014. http://www.thinkculturalhealth.org/. 16-7-2014:
Ref Type: Online Source.
33. Dahhan N, Meijssen D, Chegary M, Bosman D, Wolf B: Ethnic diversity
outpatient clinic in paediatrics. BMC Health Serv Res 2012, 12:12.
34. General Medical Counsil: 2014. http://www.gmc-uk.org/index.asp. 16-7-2014.
Ref Type: Online Source.
35. Indigenous Cultural Competency Training Program; 2014. http://www.
culturalcompetency.ca/home. 16-7-2014. Ref Type: Online Source.
doi:10.1186/1472-6920-14-176
Cite this article as: Paternotte et al.: Cultural diversity: blind spot in
medical curriculum documents, a document analysis. BMC Medical Education
2014 14:176.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Paternotte et al. BMC Medical Education 2014, 14:176 Page 6 of 6
http://www.biomedcentral.com/1472-6920/14/176
